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Disadvantages.-The operation time is lengthened when compared with the simple insertion of a nail and a more extensive exposure of the lateral femoral cortex is required.
The post-operative shock is therefore liable to be greater than in the simple insertion of the nail.
For very old and feeble patients this method is best avoided, but if the patient has been up and about prior to the accident and has no added nervous cardiac or pulmonary complications, then it is to be preferred.
The actual cutting of the graft need not add to the length of the operation, as it can be arranged to be done while awaiting the X-rays. Good and quick X-ray technique in the theatre is essential.
Results.-In the course of the last three years I have treated 17 cases by this method and there has been only one failure and this was in a case of a pathological fracture, an osteoclastoma, where there was a rapid bone erosion after the operation. It should not strictly be included in the series.
Intertrochanteric Osteotomy for the Treatment of Tuberculosis of the Hip
CONSIDERATION is given in this paper to any oblique osteotomy which achieves the inward displacement of the upper end of the lower fragment of the femur against the under surface of the acetabulum. Such an osteotomy is often intertrochanteric but may be subtrochanteric if there has been much destruction of the acetabular roof by the disease. The chief difficulty of the operation is to produce adequate inward displacement of the lower fragment. This is essential for success. When the bifurcation osteotomy was popular, inward displacement of the lower fragment was effected by placing the limb in marked abduction. In most cases I have avoided this because a fixed abduction deformity may be a crippling condition. Mr. S. L. Higgs has said that an oblique osteotomy should be either above or below the small trochanter, because osteotomy into the psoas tendon makes displacement of the lower fragment very difficult. The osteotomy should be done under X-ray control. By means of a successful osteotomy of this type, stabilization of the hip may frequently be achieved.
Constitutional treatment is essential for tuberculous disease of the hip. Yet an unstable hip is often the result of conservative treatment only, and a proportionof the patients develop reactivation of the disease or deformity. In a series of 50 cases;of tuberculosis of the hip treated conservatively which I followed up in 1938, 22 had an unstable hip at the end of treatment. Of these 22 cases, 6 had later to be readmitted for the treatme4t of fresh disease and 7 for the treatment of deformity.
A displacement osteotomy performed when the disease was becoming quiescent might have produced stability of the hip in some of these children. Sir Henry Gauvain used to say that stability followed the bifurcation operation, but insisted that the patient should wear a well-moulded celluloid splint for a sufficient time afterwards. The word stability is used in its clinical sense and means that deformity does not occur and the disease does not reappear after apparatus has been discarded.
Bone ankylosis is not necessarily present, but occurred in the majority of cases in the present series. An example of a successful osteoton-y is shown in figs. 1 and 2 (Patient E. H.) . In this case the late result is shown after ten years and the lower fragment has grown away from the pelvis. Reossification across the diseased joint after displacement osteotomy may occur for three reasons: First, shearing strains are prevented by osteotomy; secondly, ossification is favoured in ischaemic tissue, and ischemia may be promoted in the femoral head and neck by division of vessels running in the upper end of the femoral shaft; thirdly, as I have attempted to show in a previous paper (Proc. R. Soc. Med., 1946, 39, 712) , the theory of Lavalle and McCrae Aitken may apply and incision of tuberculous bone may of itself be of benefit. I have frequently performed these osteotomies through tuberculous bone or through a tuberculous abscess. So far from harm having been done, considerable improvement has resulted. Table I shows the result of displacement osteotomy in 21 patients whose hip disease had-become quiescent, but in the majority of whom there had developed some deformity or reactivation of disease. Three of these cases were complicated by the presence of chronic discharging sinuses which had not responded to conservative treatment. There was no delay in bone union following osteotomy, and the hips subsequently became stable with healing of the sinuses. In a second series of patients a bone graft was used to augment the displacement osteotomy. An example of this type of osteotomy and graft is shown in figs. 3, 4, 5 (Patient A. H.). I first used the graft as an additional source of osteogenetic tissue, having in mind Lavalle's observation that the resilts of his operation were better if sliver grafts were inserted into tuberculous bone. The operative method is as follows: An incision is made along the outer and upper aspect of the femoral shaft, and at the tip of the great trochanter it is tailed obliquely backwards in the line of the fibres of the gluteus maximus. In the lower part of the wound the incision is then carried down to the femoral shaft. In the upper part of the wound the gluteal fibres are splinted and retracted. A graft is then cut from the upper end of the femur and great trochanter. The oblique osteotomy is then performed with inward displacement of the upper end of the lower fragment. The osteotome is then passed through that part of the great trochanter which has muscles attached to it so that it and the attached muscles can be lifted up and the upper surface of the femoral neck seen or felt. A gouge is passed along the upper surface of the femoral neck into the ilium and a tunnel prepared for the graft. The graft is driven home and the great trochanter replaced over the external end of the graft. Plaster of Paris is applied. No haemorrhage and very little shock have been encountered in this operation. No plasma infusion or blood transfusion has been necessary following it. I am grateful to Mr. S. L. Higgs for guidance in developing this operative technique for tuberculous hips. The following table shows the results of this operation, and includes also 4 cases of osteotomy with ischio-femoral graft. Finally attention is drawn to the use of osteotomy to promote healing of active tuberculous disease in the hip. Three osteotomies with displacement were performed for patients with active disease, one in an adult, two in children. Osteotomies without displacement were performed for five patients, two of whom were adults and three children. In two of these cases a tuberculous focus in the upper end of the femoral shaft was also curetted. Two of the cases treated by osteotomy and a graft had active disease. In the case of adults these osteotomies were performed rather earlier than in the case of children, but the majority had had a year or more of preliminary conservative treatment. It was possible to discharge the majority of these patients ambulant, about four months after osteotomy; it was Section of Orthopcedics 241 necessary to provide them with a well-moulded celluloid hip splint. An example of osteotomy for active disease is seen in the films of D. S. (figs. 6, 7 and 8). THERE does not appear to be any accepted line of treatment for this awkward fracture, possibly because it is not common enough to provide any one surgeon with a very large series. Only 12 patients out of a total of 20,000 fracture cases seen at my clinics in the past ten years have had a Monteggia fracture.
The chief problem of conservative treatment has been to maintain reduction of the radial head when a good position of the ulna fracture was secured, and vice versa. The management of a number of cases has been simplified by open reduction and internal fixation of the ulna. However, conservative treatment frequently fails to obtain (or to maintain) reduction of the radial head although the ulna is in good position. In such cases late symptoms of pain and difficulty of using the elbow are a constant complaint.
Reconstruction of the orbicular ligament has been urged as a sine qua non for this element of the fracture, but any surgeon who has performed it readily appreciates the technical difficulty. Any form of early operation has been condemned because of the dangers of cross-union and of radio-humeral ankylosis. My linmited experience is that early operation is not only essential but per se carries no such risk.
Of the 12 cases 8 were of the extension type (head of radius forwards), 3 of the flexion type and 1 not stated in the notes. 5 were treated personally and, because of the complaints of those treated conservatively, were submitted to surgery.
In 2 adults internal fixation of the ulna was effected by the passage of a Kirschner wire down the medullary cavity from the tip of the olecranon. The third case was
